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CLINICAL  NOTES  ON  PSORIASIS. 


BY  F.  B.  GREENOUGH,  M.D. 

It  is  with  no  expectation  of  throwing  any  new  light 
on  so  well-known  and  not  uncommon  a  disease  as 
psoriasis,  that  I  venture  to  occupy  the  time  of  the 
meeting.  The  fact,  however,  of  having  had  the  op¬ 
portunity  of  seeing  quite  a  number  of  cases  of  this  dis¬ 
ease,  394,  and  of  having  endeavored  to  obtain  such 
records  of  them  as  were  obtainable,  seemed  to  me  to 
furnish  data  for  some  statistics,  which  might  be  of 
value,  if  for  nothing  else,  with  regard  to  the  questions 
of  sex,  age,  date  of  first  appearance  of  the  disease,  evi¬ 
dence,  either  positive  or  negative,  as  to  the  history  of 
an  hereditary  influence,  etc. 

Apart  from  the  mere  statistical  information  that 
can  be  obtained  from  these  records,  I  have  been  much 
interested  in  seeing  how  far  the  cases  seen  conform  to 
the  description  of  the  disease  as  given  bv  the  recog¬ 
nized  authorities.  In  any  large  number  of  cases  some 
anomalous  ones  must  occur,  and  these  are  the  ones 
that  are  more  especially  interesting  from  a  diagnostic 
point  of  view.  Inasmuch  as  the  majority  of  the  pa¬ 
tients  seen  have  been  out-patients  at  the  Boston  Dis¬ 
pensary,  the  records  necessarily  cannot  be  anywhere 
near  as  complete,  as  they  would  be  in  the  case-book  of 
one’s  private  practice.  In  fact,  with  the  exception  of 
the  entry  made  at  the  time  of  the  first  visit,  which 
gives  the  sex,  age,  the  date  of  the  first  appearance  of 
the  disease,  if  any  apparently  reliable  testimony  on 
that  point  can  be  obtained,  and  also  any  hereditary  in¬ 
fluence  or  known  absence  of  it,  the  data  as  to  appear- 
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ance,  progress,  and  termination  of  the  cases  are  en¬ 
tirely  a  matter  of  recollection. 

These  394  cases  of  psoriasis  occurred  in  a  number  of 
about  15,000  patients  seen  seeking  advice  for  cuta¬ 
neous  disease.  That  is  to  say,  the  cases  of  psoriasis 
observed,  were  a  little  over  two  and  one-luilf  per  cent 
of  the  cases  of  general  skin  disease  seen.  This  is  a 
larger  proportion  of  frequency  than  usual:  Ilehra’s 
statistics  give  the  ratio  of  psoriasis  to  general  disorders 
of  the  cutis,  as  one  in  sixty,  or  one  and  two-thirds  per 
cent.  Of  these  394  cases,  20G  patients  were  males, 
and  188  females.  This  gives  a  slight  excess  in  favor 
of  the  male  sex.  With  regard  to  the  age  of  the  cases 
when  first  seen,  twenty-one  were  under  ten  years  old. 
Four  were  four  ;  one  was  five ;  five  were  six ;  two  were 
seven;  six  were  eight;  and  four  were  nine;  in  all 
twenty-one.  Thirty-three  were  from  ten  to  fifteen  ; 
forty-seven  were  from  fifteen  to  twenty  ;  one  hundred 
and  twenty-nine  were  from  twenty  to  thirty  ;  seventy- 
two  were  from  thirty  to  forty ;  forty-two  were  from 
forty  to  fifty,  and  there  were  fifty  cases  that  were  fifty 
years  of  age  and  over;  in  all,  three  hundred  and  nine¬ 
ty-four.  Forty-four  cases  when  first  seen  gave  decided 
testimony,  or  it  was  given  for  them,  that  they  had  not 
had  any  previous  manifestation  of  the  disease.  Seven 
of  these  were  under  ten  :  that  is,  two  were  four ;  two 
were  six  ;  one  was  eight ;  and  two  were  nine ;  five  were 
from  ten  to  fifteen  ;  six  from  fifteen  to  twenty  ;  four¬ 
teen  from  twenty  to  thirty ;  six  from  thirty  to  forty ; 
five  from  forty  to  fifty,  and  one  over  fifty. 

In  one  hundred  and  seven  cases  the  age  at  which 
they  were  first  attacked  by  the  disease,  was  reported  in 
a  way  to  warrant  accepting  it  as  probably  correct.  They 
were  as  follows :  under  ten  there  were  thirteen ;  that 
is,  one  was  three  ;  two  were  four ;  two  were  five ;  one 
was  six;  three  were  seven;  four  were  eight:  in  all 
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thirteen.  From  ten  to  fifteen  there  were  thirty;  from 
fifteen  to  twenty  there  were  fifteen  ;  from  twenty  to 
thirty  there  were  twenty-six ;  from  thirty  to  forty 
there  were  thirteen  ;  from  forty  to  fifty  there  were 
five ;  and  over  fifty  there  were  five,  which  five  cases 
were  respectively  fifty,  fifty,  fifty-two,  sixty  and  sixty- 
seven. 

Taking  these  one  hundred  and  fifty-one  cases,  (forty- 
four  seen  and  one  hundred  and  seven  reported)  where 
the  date  of  the  patient’s  age  when  first  affected  by  psor¬ 
iasis  could  be  got,  we  have :  number  of  cases,  151 ;  under 
ten  there  were  twenty ;  from  ten  to  fifteen  there  were 
thirty-five;  from  fifteen  to  twenty  there  were  twenty- 
one  ;  from  twenty  to  thirty  there  were  forty :  making 
ninety-six  ;  from  thirty  to  forty  there  were  nineteen  ; 
from  forty  to  fifty  there  were  ten  ;  over  fifty  there  were 
six ;  in  all,  one  hundred  and  fifty-one. 

Tt  will  be  noticed  that  out  of  these  151  cases,  nine¬ 
ty-six  were  first  affected  with  psoriasis  between  the 
ages  of  ten  and  forty,  which  is  what  we  should  expect: 
that  is  to  say,  that  a  large  proportion  of  the  whole  num¬ 
ber  should  come  between  those  ages,  but  twenty  cases 
out  of  151,  occurring  in  individuals  under  ten  years  of 
age  is  certainly  contrary  to  the  teaching  of  the  books, 
and  that  there  should  be  six  cases  who  were  attacked 
by  the  disease  for  the  first  time,  after  passing  their 
fiftieth  year,  is  still  more  extraordinary.  In  ninety- 
seven  cases  I  was  able  to  get  what  seemed  to  me  to  be 
sufficient  evidence  as  to  the  existence,  or  the  reverse 
of  an  hereditary  influence.  I  have  only  taken  thos, 
where  the  intelligence  of  the  patients  and  the  circume 
stances  of  their  lives  made  it  seem  probable  that  their, 
testimony  on  the  subject  was  reliable.  In  thirty-one 
cases  I  got  a  history  of  the  probable  existence  of  psor¬ 
iasis  in  some  immediate  member  of  the  family,  and  in 
sixty-six  cases  there  was  a  denial  of  any  such  disease, 
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from  individuals  who  had  lived  at  home,  or  would  he 
likely  to  have  known  if  any  of  their  near  relations  had 
been  afflicted  in  the  same  way  that  they  were.  The 
fact  that  very  nearly  one-third  of  the  number  of  pa¬ 
tients  from  whom  any  definite  evidence  on  the  subject 
could  be  obtained,  gave  an  account  of  the  disease  hav¬ 
ing  manifested  itself  in  their  family  circle,  would  tend 
to  show  that  hereditary  influence  played  more  of 
a  role  in  the  causation  of  psoriasis  than  is  generally 
thought.  It  is  true  that  thirty-one  cases  out  of  three 
hundred  and  ninety-four  is  not  a  large  proportion,  but 
on  the  other  hand  it  must  he  remembered  that  the 
great  majority  of  these  cases,  being  seen  as  out-patients 
in  a  public  service,  belong  to  a  class  in  which  family 
ties  are  not  long  kept  up.  and  many  of  them  being  of 
foreign  birth,  know  little  or  nothing  about  their  family. 
In  fact  in  only  ninety-seven  instances  could  any  infor¬ 
mation  which  seemed  reliable,  be  obtained,  and  of 
these,  very  nearly  a  third  reported  the  existence  of  an 
hereditary  influence.  The  term  hereditary  influence  is 
used  in  its  broadest  sense,  as  I  have  included  under  it 
the  cases  where  the  disease  was  reported  as  having 
been  known  to  exist  in  uncles,  aunts,  brothers  and  sis¬ 
ters,  and  in  some  cases  in  progeny.  Perhaps  a  family 
tendency  to  the  disease  would  be  a  more  strictly  appro¬ 
priate  term. 

With  regard  to  the  general  health  of  these  cases,  I 
should  say  that  on  the  whole,  Ilebra’s  statement  that 
the  subjects  of  psoriasis  are  apt  to  be  strong,  robust 
and  hearty,  holds  good ;  perhaps  to  a  lesser  extent  in 
the  female  than  in  the  male  sex.  Whether  this  differ¬ 
ence  between  the  sexes  is  any  greater  than  can  be  ex¬ 
plained  by  the  fact  that  the  women  of  the  lower  and 
middle  classes,  are  as  a  rule,  less  robust  than  their 
laboring,  outdoor-working  husbands,  I  cannot  say.  I 
remember  few  of  these  cases  of  psoriasis  that  showed 
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great  general  debility  and  poor  condition,  whereas,  on 
the  other  hand,  quite  a  large  proportion  of  them  exhib¬ 
ited  every  evidence  of  robust  and  blooming  health, 
having  large  muscles,  and  being  rosy,  perhaps  with  a 
tendency  to  rather  more  adipose  tissue  than  is  consist¬ 
ent  with  our  idea  of  perfect  condition.  The  conven¬ 
tional  type  of  the  butcher,  or  market-stall  man,  rep¬ 
resents  very  well  the  physical  condition  of  quite  a 
number  of  them.  In  many  others,  however,  the  general 
health  was  neither  markedly  good  nor  the  reverse. 

The  localities  of  preference  of  the  eruption  in  the 
cases  seen,  have  proved  very  uniformly  to  be  those 
described  by  the  authors.  In  those  cases  where 
the  eruption  was  at  all  fully  developed,  almost  con¬ 
stantly  efflorescences  would  be  found  about  the  elbows 
and  knees,  and  occupying  the  extensor  side  of  the 
limbs  much  more  than  the  flexor.  This  fact  is  one  of 
the  most  important  helps  we  have  in  diagnosis.  There 
are  of  course  exceptional  cases,  of  one  class  of  which  I 
have  seen  several  instances,  having  several  spots,  or  one 
large  patch  of  eruption  confined  entirely  to  the  legs 
below  the  knees,  without  any  sign  of  manifestation 
elsewhere.  One  of  the  most  interesting  of  the  cases 
seen  was  that  of  a  negro.  The  eruption  was  of  the 
nummular  form,  consisting  of  several  circular  patches, 
from  the  size  of  a  quarter  to  that  of  a  silver  dollar, 
slightly  raised  above  the  surface,  and  giving  to  the 
touch  the  feeling  of  infiltration.  The  color  of  these 
patches  was  perhaps  slightly  darker  than  that  of  the 
surrounding,  healthy  skin,  but  very  slightly  so,  and 
this  was  the  only  evidence  of  hyperasmia.  The  patches 
were  covered  with  heavy  epithelial  scales,  which  instead 
of  the  characteristic  pearly  whiteness,  showed  a  dirty 
grayish  tint,  and  when  removed  and  held  up  to  the 
light,  even  to  the  naked  eye,  showed  numerous  very 
fine  points  of  pigment,  as  though  they  had  been  pow- 
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dered  with  a  very  fine,  dark  gray  pepper.  Unfortu¬ 
nately  this  patient,  like  many  others,  disappeared,  and 
was  only  seen  twice. 

It  is  chiefly  with  reference  to  diagnosis,  and  more 
especially  with  regard  to  points  of  differential  diag¬ 
nosis,  that  the  observation  of  a  large  number  of  cases 
can  be  made  of  value.  While  a  fully  developed 
and  typical  case  of  psoriasis  is  one  of  the  most  well 
marked  and  easily  distinguished  of  skin  diseases,  there 
are  nevertheless  cases  where  the  diagnosis  is  by  no 
means  so  easy,  either  because  the  case  is  anomalous 
or  from  the  fact  of  the  eruption  having  been  affected 
by  treatment,  or  on  account  of  its  having,  when  first 
seen,  already  begun  to  change  in  appearance  from  the 
process  of  involution  having  begun.  Again  where  a 
large  number  of  cases  are  seen,  some  will  be  found  that 
are  complicated  by  the  coexistence  of  other  cutaneous 
disorders,  from  which  of  course  a  patient  is  not  ex¬ 
empted  by  the  mere  fact  of  his  having  psoriasis.  The 
eruptions  which  most  resemble,  and  at  times  are  not 
easy  to  distinguish  from,  psoriasis,  are  those  which  are 
symptomatic  of  constitutional  syphilis.  My  experience 
has  been  that  quite  a  fair  proportion  of  cases  of  psor¬ 
iasis  are  mistaken  for,  and  treated  as,  syphilis.  I 
remember  one  case  of  a  respectable  middle  aged  woman 
who  showed  a  perfectly  typical  case  of  psoriasis,  with 
a  history  of  its  having  first  appeared  before  the  age  of 
puberty,  and  of  having  been  affected  by  it  off  and  on 
ever  since,  saying  that  she  would  follow  out  any  treat¬ 
ment  that  I  ordered,  but  she  hoped  that  I  would  not 
give  her  mercury,  as  she  had  been  salivated  six  times 
without  any  improvement  in  the  disease.  One  of  the 
most  common  regions  for  the  manifestation  of  psoriasis 
is  the  scalp,  and  it  is  also  a  place  where  the  diagnosis 
is  sometimes  difficult.  The  first  appearance  of  the 
eruption  in  this  situation  is  very  much  the  same  as  that 
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which  is  found  as  one  of  the  earliest,  and  not  unfre- 
quently  the  first,  symptoms  of  secondary  syphilis.  In 
both  cases  the  efflorescence  consists  of  a  small  crust  or 
scab,  raised  above  the  surface,  generally  on  the  top  of 
the  scalp,  or  on  the  temporal  regions,  which  generally 
is  first  discovered  by  the  patient  from  the  fact  of  his 
comb  catching  on  it.  As  far  as  one  can  judge  by 
simple  inspection  there  is  very  little  difference  between 
them,  but  while  the  crust  of  a  commencing  patch  of 
psoriasis  is  entirely  epithelial,  which  when  picked  off 
will  show  a  few  points  hardly  larger  than  a  pin’s  point 
from  which  blood  oozes,  the  scab  due  to  syphilis  is  the 
result  of  a  small  pustule,  and  when  removed  will  show 
a  drop  of  moisture,  or  at  least  a  raw  surface  as  a  base. 

There  is  one  jieculiarity  in  the  eruption  of  psoriasis 
on  the  hairy  scalp,  not  only  in  its  first  appearance  as 
small  separate  points  of  epithelial  crusts,  but  also 
when  it  has  increased  into  large  patches,  even  to  the 
extent  of  involving  the  whole  of  the  region  covered  by 
hair,  and  that  is  that  the  hypera;mia,  which  is  always 
noticed  in  patches  on  the  skin  elsewhere,  cannot  be 
seen.  That  is  to  say,  psoriasis  on  the  hairy  scalp 
shows  more  or  less  epithelial  scales,  but  no  redness. 
In  this  respect  it  is  analogous  to  the  efflorescence  of  the 
tinea  tricophytina,  which  on  the  scalp  simply  appears 
as  a  dirty,  grayish  scurfy  spot,  while  on  the  integument 
elsewhere  we  have  a  decided  redness  of  the  circular 
patches  affected.  Whether  the  congestion  of  the 
affected  part  of  the  scalp  does  not  exist,  or  whether 
the  hair  prevents  its  being  appreciated,  I  cannot  say, 
but  its  absence  is  not  due  to  the  locality,  for  in  cases 
of  patients  who  have  become  bald  who  have  psoriasis, 
the  redness  of  the  patches  on  the  scalp  is  just  as 
marked  as  anywhere  else.  One  quite  characteristic 
symptom  of  psoriasis  of  the  scalp,  is  the  existence  of 
a  band  of  hyperaemia  from  three-eighths  to  one-half 
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an  inch  in  breadth,  running  along  the  forehead  contigu¬ 
ous  to  the  margin  of  the  growth  of  the  hair.  The 
skin  here  is  red  and  shiny,  but  I  have  never  seen 
heavy  scales  on  it.  This  band  of  hyperaemia  is  typical 
of  psoriasis  and  is  to  be  considered  in  questions  of  dif¬ 
ferential  diagnosis  between  psoriasis  of  tbe  scalp  and 
eczema  capitis.  This  differential  diagnosis  is  at  times 
rather  puzzling,  and  I  have  seen  a  few  cases  where  1 
was  decidedly  in  doubt  as  to  whether  1  had  to  do  with 
a  case  of  psoriasis  of  the  scalp,  eczema  capitis,  or 
favus.  The  thing  to  be  remembered  is,  that  in  psoria¬ 
sis  the  crusts  and  scales  are  simply  epithelial,  whereas 
in  even  chronic  eczema  some  evidence  of  dried  serum 
or  pus  is  likely  to  be  found,  or  at  least,  history  of  its 
previous  existence  is  obtained.  Eczema,  when  affect¬ 
ing  the  whole  scalp,  is  very  apt  to  extend  to  the  ears, 
and  I  never  have  found  any  enlargement  of  the  post- 
cervical  glands  in  cases  of  psoriasis,  whereas  in  eczema 
of  the  scalp  it  is  quite  common.  The  line  of  liypera;- 
mia  on  the  forehead,  which  I  have  referred  to,  is  never 
seen  in  eczema,  and  lastly,  it  would  be  rare  to  have  a 
case  of  eczema  capitis  in  which  you  could  not  get  a 
history  of  some  previous  acute  attack,  as  shown  bv  the 
exudation  of  serum  matting  and  stiffening  up  the  hair. 
With  regard  *to  favus,  the  patient  would  have  to  be 
quite  young,  the  crusts  would  be  more  solid  and  like 
mortar,  which  when  picked  off  would  leave  a  granular 
raw  base.  Evidence  of  destruction  of  the  hair  follicles, 
as  shown  by  partially  bald  patches  would  be  seen,  and 
very  likely  the  yellowish  cup-like  appearance  char¬ 
acteristic  of  favus  could  be  determined.  The  micro¬ 
scope  would,  of  course,  settle  the  diagnosis.  I  have 
never  been  able  to  satisfy  myself  that  psoriasis  of  the 
scalp,  even  when  affecting  the  whole  of  it,  caused  any 
permanent  loss  of  hair.  This  seems  extraordinary, 
when  we  think  of  the  very  decided  damage  which  we 
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see  resulting  from  what  seems  to  be  a  much  less 
serious  abnormal  condition  of  the  scalp  in  cases  of 
alopecia  furfuracea.  Nevertheless,  I  think  I  can  say, 
having  carefully  watched  some  cases  in  private  prac¬ 
tice,  that  the  hair  is  not  affected  either  in  quantity  or 
quality.  In  one  case  the  patient,  a  lady,  thought  that 
a  rather  premature  tendency  to  grayness  was  due 
either  to  the  disease,  or  to  the  local  remedies  used,  but 
I  doubt  it.  Before  leaving  the  scalp  I  would  say  that 
I  have  often  found  in  doubtful  cases  that  a  question  as 
to  whether  the  patients  had  not  at  times  been  troubled 
with  a  very  decided  amount  of  dandruff,  would,  if  they 
had  had  psoriasis,  be  answered  very  promptly  in  the 
affirmative.  On  the  general  integument  a  squamous 
syphilide  is  one  of  the  eruptions  that  is  most  likely  to 
show  points  of  resemblance  to  a  case  of  psoriasis.  In 
both,  the  serpiginous  outline  of  the  efflorescence  is  apt 
to  be  found,  owing  to  the  same  cause,  that  is,  the  ex¬ 
tension  and  coalescing  of  circular  patches.  In  this 
connection  the  regions  on  which  the  eruption  is  most 
thickly  distributed  is  a  very  important  point,  as  while 
psoriasis  is  found  to  affect  the  extensor  side  of  the 
arms  and  legs,  the  syphilides  are  much  more  apt  to  be 
developed  on  the  side  of  the  flexors.  There  is,  how¬ 
ever,  a  decided  difference  in  the  first  appearance  of  the 
two  eruptions.  Although  psoriasis  is  universally  de¬ 
scribed  as  starting  as  a  small  raised  spot  of  congestion 
covered  with  an  epithelial  scale,  my  observation  is 
that  it  invariably  begins  as  a  very  minute  point  of  sim¬ 
ple  hypersemia.  Theoretically  every  efflorescence, 
whether  macular,  papular,  squamous,  vesicular,  or 
pustular,  must  begin  by  hyperaemia,  but  I  mean  that 
in  psoriasis,  this  condition  of  simple  congestion  lasts 
for  several  days  as  such.  In  the  case  of  a  macular 
syphilide  it  is  different ;  in  twenty-four,  or  even  twelve 
hours  from  the  time  when  the  cutis  was  seen  to  be 
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normal,  a  crop  of  macules  from  the  size  of  a  small 
shot,  to  that  of  a  little  fingernail,  will  appear.  It  is, 
of  course,  possible  that  these  spots  may  start  as  very 
minute  specks  of  congestion,  but  I  have  never  seen 
them  in  that  stage,  whereas,  I  have  time  after  time 
seen  the  gradual  development  of  a  patch  of  psoriasis 
from  an  almost  infinitesimal  point  of  congestion.  In 
the  fading  out  of  these  eruptions  there  is  even  a  more 
marked  difference.  In  a  syphilide,  as  the  congestion 
passes  off,  a  decided  pigmentary  stain  will  be  seen, 
which  remains  for  some  time.  In  the  case  of  a  patch 
of  psoriasis  no  pigmentation  at  all  remains.  The  rea¬ 
son  of  this  is  that  the  nature  of  the  eruption  is  such, 
that  the  epithelial  layer,  in  which  the  pigment  in  cases 
of  chronic  hypenemia  is  deposited,  is  being  blown  off 
and  exfoliated  as  fast  as  it  is  formed.  That  this  is  the 
case  is  shown  very  well  in  cases  where  chrysorobin  is 
used  as  a  remedial  agent.  After  applying  it  for  a 
few  days  it  will  be  noticed  that  while  the  healthy  skin 
around  the  patch  of  psoriasis  to  which  it  is  being  ap¬ 
plied  will  be  stained  and  dirty  looking,  the  patch  itself 
will  look  like  clean  healthy  cuticle,  and  as  long  as  that 
is  the  case  the  morbid  process  has  not  been  overcome. 
That  is  to  say,  the  remedy  must  be  persisted  in,  until 
the  stain  is  as  marked  on  the  spot  treated  as  on  the 
surrounding  skin.  It  is  not,  however,  the  remaining 
pigmentation  alone  that  is  characteristic  of  a  fading 
syphilide,  but  in  many  cases  that  pigmentation  shows 
a  decided  character,  which  is  not  seen  in  any  other 
eruption,  at  least  I  never  have  seen  it.  As  the  hyper- 
ajmia  of  a  syphilitic  macule  ceases  we  find  a  certain 
amount  of  pigment  deposited  on  the  extent  of  surface 
formerly  congested.  The  hyperaemia  will  be  found  to 
continue,  however,  in  a  series  of  points,  which  corre¬ 
spond  to  the  mouths  of  follicles,  and  when  it  disap¬ 
pears  entirely  these  points  will  be  seen  to  be  accentu- 
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ated,  or  more  darkly  pigmented  than  the  intervening 
surface,  which  gives  a  very  characteristic  punctated 
appearance  to  the  skin,  which  is  only  seen  after  a 
syphilitic  eruption.  It  is,  however,  the  later  or  squa¬ 
mous  type  of  syphilid©  which  is  especially  liable  to  be 
confounded  with  psoriasis.  A  fully  developed  syphil- 
ide  of  a  squamous  character,  is  very  apt  to  show  points 
where  there  is  more  or  less  tendency  to  breaking 
down,  or  ulceration,  in  which  case  the  crusts  or  scabs 
would  be  very  different  from  the  dry,  shiny  epithelial 
scales  exfoliated  from  a  patch  of  psoriasis.  It  must, 
however,  be  remembered  that  in  some  cases  of  psoria¬ 
sis  there  is  sufficient  itching  to  cause  scratching  and 
tearing  the  skin,  as  a  result  of  which,  scab  crusts  may 
be  found,  and  also  that  the  coexistence  of  scabies,  or 
the  presence  of  pediculi  vestimentorum  may  produce 
the  same  result.  These  crusts,  however,  will  gener¬ 
ally  contain  dried  blood  as  well  as  pus  and  serum, 
and  the  evidence  of  scratching  can  be  recognized  by 
the  linear  lesions  resulting.  Excepting  as  a  result  of 
actual  injury  to  the  cutis,  by  the  fingernails  or  other 
sources  of  irritation,  the  scales  found  on  the  patches 
of  psoriasis  consist  of  simple  epithelium,  whereas  those 
covering  the  efflorescence  of  a  syphilitic  eruption  will 
be  formed  by  dried  pus  and  serum.  The  amount  of 
pruritus  that  accompanies  an  outbreak  of  psoriasis 
varies  very  much  in  different  cases,  and  its  intensity 
does  not  seem  to  depend  upon  any  special  character¬ 
istic  of  the  eruption,  either  as  to  its  stage  of  develop¬ 
ment,  its  form  of  distribution,  or  the  amount  of  sur¬ 
face  of  the  integument  involved.  In  some  cases  it  is 
most  marked  at  the  time  of  the  first  appearance  of  the 
disease,  and  ceases  as  it  develops ;  in  others,  it  reaches 
its  maximum  of  intensity  when  the  patches  are  fully 
developed  and  covered  by  heavy  epithelial  crusts.  I 
should  say  that  it  was  rather  an  exception  to  have 


12 


itching  a  prominent  symptom,  but  in  some  cases  it 
certainly  is  one  of  the  most  distressing  ones  for  the 
patient.  There  are  many  cases  of  eczema  squamosum 
in  which  if  a  piece  of  paper,  with  a  hole  cut  in  it,  say 
an  inch  or  two  in  diameter,  were  placed  over  a 
patch  of  efflorescence,  the  surface  seen  could  hardly  he 
differentiated  from  psoriasis,  and  vice  versa.  Fortu¬ 
nately,  we  are  not  confined  to  examining  any  one  part 
of  the  integument,  and  when  the  whole  of  the  erup¬ 
tion  is  seen,  the  distribution,  the  more  sharply  drawn 
margin  in  the  case  of  psoriasis,  the  existence  some¬ 
where  of  heavy  characteristic  scales,  if  psoriasis, 
or  evidence  of  dried  serum  or  pus,  if  eczema, 
will  help  our  diagnosis.  I  have,  however,  seen  a  few 
cases  where  the  eruption  was  confined  to  the  anterior 
part  of  the  lower  leg,  and  consisted  of  several  small, 
or  one  large,  patch  of  shiny  red  infiltration,  without 
any  scales,  crusts,  or  scabs,  in  which  no  cutaneous  abnor¬ 
mal  manifestations  elsewhere  were  to  be  seen,  and  no 
light  could  be  obtained  by  any  previous  history,  that 
have  been  quite  puzzling  in  the  way  of  diagnosis.  I 
remember  one  of  these  cases,  the  diagnosis  of  which 
(between  psoriasis  and  eczema)  I  have  never  felt  sure 
of.  In  one  instance,  I  made  the  mistake  of  taking  a 
commencing  case  of  psoriasis  to  be  one  of  seborrhoea. 
The  patient  was  a  young  woman,  rather  amemic,  who 
showed  two  circular  patches  over  the  sternum  covered 
with  very  thin  fine  scales,  of  a  dirty  yellow  color. 
Through  these  scales  the  base  of  the  patches  was  seen 
to  be  very  slightly  congested.  They  were  not  raised 
above  the  surface  of  the  skin,  and  had,  by  report,  ex¬ 
isted  for  some  little  time  slowly  increasing  in  diameter. 
It  was  only  after  having  seen  the  patient  three  or  four 
times  that  a  crop  of  similar  patches  appearing  on  the 
trunk  and  limbs  convinced  me  of  my  error.  I  have 
had  the  case  under  observation  since,  seeing  her 
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through  two  or  three  relapses.  I  have  noticed  in 
other  cases,  occurring  in  female  subjects,  the  same  thin 
and  almost  powdery  character  of  the  scales  covering  a 
patch  of  psoriasis,  and  I  am  inclined  to  think,  though 
I  will  not  state  it  as  a  fact,  that  in  this  form  of  the 
eruption  the  scales  can  be  removed  without  being  fol¬ 
lowed  by  the  characteristic  oozing  of  minute  points  of 
blood,  which  shows  that  the  papillae  have  been  laid 
bare. 

In  another  case  I  mistook  the  first  appearance  of 
psoriasis  for  tinea  tricophytina.  This  case  was  seen 
some  time  ago,  and  I  think  that  the  youth  of  the 
patient,  a  little  girl,  four  years  old,  had  more  influ¬ 
ence  on  my  judgment  in  excluding  psoriasis  than  it 
would  now  have.  The  eruption,  however,  certainly 
did  resemble  that  of  tinea  very  closely.  It  consisted 
of  a  few  small  circular  patches,  confined  to  the  breast 
and  shoulders,  slightly  raised  above  the  surface,  the 
slight  amount  of  scales  noticed  being  decidedly  more 
evident  on  the  margin  than  elsewhere,  and  accompanied 
with  a  marked  pruritus.  In  this  case,  as  in  the  pre¬ 
vious  one,  a  more  general  outbreak  of  the  eruption 
showed  the  true  nature  of  the  disease.  I  have  never 
seen  any  eruption  on  the  palms  of  the  hands  or  soles 
of  the  feet  that  in  any  way  resembled  psoriasis,  with 
the  exception,  of  course,  of  eczema,  that  was  not  un¬ 
doubtedly  syphilitic.  This  is  a  point  on  which  I  can 
speak  most  decidedly,  of  course  merely  as  far  as  my 
own  observation  gives.  And  equally  decidedly  can  I 
say  that  I  have  never  seen  any  lesions  of  the  buccal 
mucous  membrane,  accompanying,  or  in  any  way  con¬ 
nected  with,  or  due  to,  psoriasis. 

With  regard  to  the  influence  of  temperature  or  cli¬ 
mate  on  the  disease,  I  have  not  been  able  to  form  any 
opinion.  Some  patients  state  that  they  are  always 
better  in  the  summer  season,  and  about  the  same  num- 
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ber  say  that  cold  weather  seeius  to  improve  their  con¬ 
dition. 

With  regard  to  treatment,  my  experience  has  un¬ 
doubtedly  been  the  same  as  that  of  every  other  practit¬ 
ioner,  that  is,  that  some  cases  do  very  well,  and  others 
do  not  do  at  all  well.  We  most  certainly  know  of  no 
specific,  and  of  the  many  local  applications  that  have 
been  tried  that  one  which  will  produce  a  marked  im¬ 
provement  in  one  case  will  prove  absolutely  inert  in 
another.  The  great  majority  of  the  cases  that  have 
come  under  my  observation  being  out-patients  visiting 
a  charitable  public  service,  the  opportunity  for  carry¬ 
ing  out  a  protracted  course  of  treatment  is  very  slight, 
as  those  that  do  not  get  relief  will  go  to  some  other 
institution.  One  can  hardly  expect  a  man  who  has 
been  hard  at  manual  labor  all  day,  or  a  woman,  who 
has  a  family  of  children  to  take  care  of,  to  give  up 
from  a  quarter  to  half  an  hour  before  getting  the  rest 
they  so  much  need,  to  rubbing  in  ointments,  etc.,  to 
say  nothing  of  the  mess  and  dirt  it  makes. 

To  get  rid  of  a  decided  case  of  psoriasis  is  most  im¬ 
portant  for  the  patient,  as  this  cutaneous  lesion  is 
almost  universally  looked  upon  as  showing  some  taint 
which  would  render  the  subject  unfit  for  intercourse 
with  other  people.  Even  when  the  result  of  treatment 
is  most  successful  the  patient  must  be  told  of  the  not 
only  possibility,  tut  great  probability,  of  a  future 
relapse. 

On  the  whole  I  have  found  the  preparations  of  a 
tarry  nature,  especially  the  oil  of  cade,  the  most  effica¬ 
cious  in  the  treatment  of  psoriasis.  I  have  used  them 
very  largely  and  have  never  had  a  case  of  the  black 
urine,  and  other  toxic  symptoms  that  are  sometimes 
called  forth  by  these  agents.  I  always  make  it  a 
principle  in  a  new  case,  not  to  have  the  remedy  ap¬ 
plied  over  large  surfaces  at  first.  In  some  cases  great 


comfort  can  be  obtained  by  simply  using  some  emol¬ 
lient  to  soften  the  crusts,  especially  those  on  or  near 
the  large  joints,  which  in  some  cases  make  every  motion 
almost  a  torture.  Cod  liver  oil  is  one  of  the  best  ap¬ 
plications  for  this  purpose,  and  as  a  matter  of  routine 
practice  I  use  a  mixture  of  equal  parts  of  it  and  the 
oil  of  cade.  In  addition  to  softening  the  scales,  their 
removal  is  important.  This  can  be  done  by  washing 
with  any  soap,  the  sapo  viridis  being  one  of  the  most 
efficacious  in  cases  where  it  is  not  too  irritating.  In 
private  practice  where  the  cod  liver  oil  is  objected  to, 
the  oil  of  cade  can  be  diluted  with  olive  oil,  glycerine, 
or  some  of  the  petroleum  products.  Oil  of  cade,  gly¬ 
cerine,  and  rectified  spirit  makes  a  very  good  applica¬ 
tion,  when  the  greasiness  of  the  remedy  used  is  ob¬ 
jected  to.  I  order  the  tarry  preparation  to  be  applied 
at  bedtime,  with  a  piece  of  flannel  or  a  brush,  and  in 
the  morning  to  have  the  places  to  which  it  has  been 
applied  thoroughly  washed  with  German  soap,  or  the 
spiritus  kalinus,  or  if  these  are  too  strong,  simple  Cas¬ 
tile  soap. 

On  the  face  or  hands,  where  the  patient  objects  to 
using  tar,  the  white  precipitate  ointment  in  some  cases 
has  acted  very  well.  In  chrysarobin  we  have  un¬ 
doubtedly  a  very  powerful  agent  in  many  cases.  It  is 
used  generally  by  patients  under  protest,  as  it  abso¬ 
lutely  ruins  any  clothing  or  bed-linen  that  it  may 
come  in  contact  with.  I  have  also  found  that  it  is  not 
safe  to  use  it  on  the  face  or  scalp,  even  when  ordered 
in  quite  a  small  proportion  to  the  vehicle  employed,  as 
it  is  apt  to  start  up  quite  a  violent  dermatitis.  When 
employed  on  the  trunk  or  limbs  it  should  be  remem¬ 
bered  that  its  use  should  be  persisted  in  until  the  stain¬ 
ing  of  the  patch  being  treated,  in  the  same  way  as  the 
surrounding  tissue,  shows  that  the  exfoliation  of  epi¬ 
thelium  has  ceased.  When  the  scalp  is  the  seat  of  the 
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disease  the  result  of  treatment  is  generally  very 
marked.  An  application  of  the  oil  of  cade,  diluted 
according  to  the  sensitiveness  of  the  patient,  with  cod 
liver,  olive,  or  other  oil,  at  night,  followed  by  a  thorough 
shampooing  the  next  day,  with  the  tr.  kalinus  and  the 
use  of  a  stiff  brush  to  remove  the  scales  that  have  been 
loosened  up,  will  give  great  comfort  to  the  patient. 
There  can  be  no  doubt  but  what  the  internal  admin¬ 
istration  of  arsenic  has  a  marked  effect  in  some  cases  ; 
in  others  it  seems  to  be  absolutely  inert.  I  have  not 
found  any  benefit  from  increasing  the  dose,  and  in 
cases  where  a  moderate  amount  does  not  produce  any 
effect,  I  stop  its  administration. 

Even  in  those  cases  where  treatment  is  most  suc¬ 
cessful  the  patient  must  be  warned  as  to  the  likelihood 
of  a  relapse.  I  have,  however,  some  half-dozen  cases 
under  pretty  constant  observation  and  treatment,  in 
which,  by  taking  hold  as  soon  as  any  signs  of  a  relapse 
appear,  the  disease  has  been  pretty  well  held  in  check 
for  some  years. 

In  conclusion,  I  would  say,  that  while  I  am  fully 
aware  that  the  deductions  drawn  from  the  points  I 
have  touched  upon,  must,  in  a  great  measure,  be  repe¬ 
titions  of  well-known  facts,  I  have  ventured  to  hope 
that,  even  if  only  as  confirmation  of  accepted  ideas,  or 
the  reverse,  bv  personal  observations,  my  notes  may 
not  be  absolutely  useless. 
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